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The hemiplegic patient has come to the 
fore in recent years as there are so many 
people with this disability. This catastrophe 
happens to many young people, wage 
earners, housewives and mothers, who are 
expected to live active lives as well as 
to older people who live at a slower pace. 
It is only with our team approach to their 
different and several problems that a niche 
in the community can be found for these 
people within the scope of their abilities. 
Physiotherapy principally retrains basic 
movement patterns which are used in 
everyday living. To do this, joint mobility 
and reeducation of muscles are necessary. 
I find it helpful to have a treatment 
plan, so as to evaluate my work, and to 
have a written record of it, so that effec-
tive communication with my colleagues is 
facilitated. I want some information about 
the patient as a person; his name, address, 
occupation, age, and who he was referred 
by. Dr. Mercy Sadka (i960), defined 
hemiplegia not as a disease but as a physi-
cal state and its causes as many. In addi-
tion to neuromuscular dysfunction, there 
may be visual, auditory or sensory dis-
turbances. Aphasia is associated with the 
dominant cerebral hemisphere; agnosia, 
affecting awareness that the hemiplegic 
limb is paralyzed or that it belongs to him, 
is associated with the non-dominant hemi-
sphere. Appreciation of these complicating 
disorders makes me tolerant of the patient's 
sometimes odd behaviour, and anxious to 
help this special aspect. If a patient always 
bumps himself going through a doorway, 
teach him to go through its centre. If he 
has hemianopia, tilt his head so that he 
can read more easily; if double vision, 
help him learn to compensate by shutting 
one eye. I am similarly interested in the 
patient's mental condition, his attitude to 
his disability and to his treatment. 
I had a patient recently who lashed out and 
was violent. I was not sure if this was due 
to cerebral irritation or to his reaction to his 
disabilities. The doctor spoke to him and got a 
sensible verbal response from him (he was 
aphasic). He also explained to him the con-
sequences of his violent behaviour. Once I 
knew that the violence was due to reactive 
depression and frustration, I set out to make 
contact with him, to reassure him, and to estab-
lish a working partnership with him before 
formal physiotherapy could be attempted, 
To retrain basic movement patterns used 
in everyday living, I use the develop-
mental behaviour paterns as a basis for, 
firstly, assessing the patient's capabilities, 
and secondly, determining his level of 
successful function. 
If a patient is as helpless as a baby, 
irrespective of his age, progression must 
be in accordance with the scale of motor 
development. Gesell (1956) says that 
developmental behaviour calls into play 
the organs of vision, hearing, touch and 
proprioception. They make a wide range 
of demands on motor coordination, and 
inevitably call upon higher cortical controls. 
The nervous system is a machine; postural 
behaviour in a broad sense is the most 
fundamental concept for interpreting the 
integrity of the machine and the efficiency 
of its operation. All coordination, both 
gross and fine, implies postural adjust-
ments, that is, adjustments of the organ-
ism as a whole to its environmental condi-
tions. Locomotion is a dynamic repetitive 
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projection of posture. Even eyes and 
fingers assume postural adjustments. Voss 
(1956) has stated that the normal sub-
ject has potentials which are not fully 
developed by the usual demands of daily 
living. He responds in accordance with 
the demands of a situation. Usually he 
does not put forth more effort than neces-
sary, but in situations of stress his response 
may be phenomenal. The patient who is 
affected by disease or injury still has 
certain potentials within the limits of the 
pathological or traumatic process. This 
fact may be used in teaching the hemiplegic 
patient to use his unaffected side as soon 
as possible so that he is more easily handled 
by the people caring for him. 
One of my patients has a completely flail 
arm and leg but she has good balance. She 
gets herself in and out of the bed and toilet. 
She goes home for weekends, does the cooking 
and looks after her infant twin sons, but she 
is unable to walk yet even with the assistance 
of a long caliper. However, her motivation is 
strong. 
Nothing succeeds like success, and if 
the patient can see and feel progress he is 
enthusiastic about his treatment, which is 
encouraging for everybody associated with 
him. 
Hemiplegic patients who are incontinent 
and emotionally labile are usually very 
distressed by their lapses. Incontinence 
often clears up when the patient starts 
moving. To give him a sense of import-
ance and responsibility, he is expected to 
come for treatment at a set time, to help 
with his own exercises, to put on his own 
splints and plasters. Sometimes abdominal 
and perineal "shrug" exercises help. When 
a patient is emotionally labile as the result 
of shock after the cerebrovascular accident 
or of bilateral damage above the brain 
stem, it is comforting for him to under-
stand the reason for his lack of control and 
that it will improve. 
Motor development proceeds from proxi-
mal to distal areas. To attempt to teach 
the patient to walk when he cannot sit 
alone and balance is foolish. He must sit 
alone before he can stand alone and he 
must be able to stand alone before he can 
learn to walk. The use of hands should 
not be emphasized until sitting balance is 
under control. Emphasis must not be 
placed upon fine movements of the hand 
until proximal deficiencies have been cor-
rected as far as possible. 
The cephalo-caudal and integrative trends 
in the development of prone posture merit 
notice. A patient can be taught to lift his 
head and chest and push up on his arms 
into the crawl position, provided there is 
fair power in and control of the hemi-
plegic arm, but the alternate co-ordinated 
flexion and extension of the arms and legs 
result in pivoting and consequent crawling 
patterns which necessitate a mastery of 
balance. 
Manual contacts may be used to give 
the patient reassurance, to help him with 
his movements or to place demands on the 
patient and give him resistance. Commands 
are used to provide an adequate stimulus 
to the patient. Strong, sharp commands 
are used when maximal stimulation of 
active motion is desired. Moderate tones 
of voice are used in giving preparatory 
commands and when the patient is respond-
ing with his best effort. Soft tones of 
voice are desirable when security is needed 
by patients, for example, if they have 
symptoms of pain. For the hemiplegic 
patient my commands are very simple: 
usually words of one syllable, and only one 
word if the patient's cooperative level is 
low due to lack of comprehension. 
Sometimes a movement has to be taught 
by being broken into its component parts, 
with each fragment of movement being 
taught separately by means of conditioning 
and repetition. These fragments are gradu-
ally put together, and the patient learns 
to perform the whole movement. 
In a hemiplegic patient a stiff shoulder 
causes pain and, because of the pain, the 
patient is prevented from moving his 
shoulder. This vicious circle should not be 
allowed to develop. From the moment the 
patient is able, he should be taught to keep 
his shoulder and hand mobile, and if he 
is incapable of doing this, it should be done 
for him. So many hemiplegic patients are 
confused that I teach only two movements. 
The patient holds the hemiplegic wrist 
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with his unaffected hand and takes the arm 
forward and up over his head, and then 
down. He also learns to open his hand. 
These two movements I ask the patient 
to repeat every hour. If he is not having 
physiotherapy, I ask the nursing staff or 
the relatives to see that the hemiplegic 
knee is straightened at least once per day. 
A flexed knee is usually associated with 
hip flexion, abduction and external rotation, 
a regression to a primitive pattern of 
movement. Very quickly this deformity 
becomes a contracture. 
In the two patients whom I have seen with 
this contracture, muscle recovery of the opposing 
groups has taken place; one patient^ was unable 
to cooperate and the other had a stiff, sore and 
rigid back, which with his hips, was all that 
could be mobilized sufficiently to sit him in a 
chair. 
There are several methods of mobiliza-
tion. Passive movements are extremely 
useful, but I do not go past the threshold 
of pain, nor do I use force; many elderly 
people have osteoporosis. Positioning is 
invaluable as gravity may be used to induce 
stretch. Splints have their place and so 
have pulleys which the patient can use him-
self. These techniques use the three-point 
pressure system. A force in one direction 
which may be thought of as a fulcrum is 
counterbalanced by two forces in the 
opposite direction, one being on either side 
of the fulcrum. Active assisted movement 
is based on the law of reciprocal innerva-
tion; voluntary contraction of a muscle is 
accompanied by the simultaneous relaxa-
tion of its antagonist, and thus more joint 
movement is possible. Active resistive 
exercises are given in a position such that 
the stretch is enhanced by the gravitational 
pull. Functional exercises may be used to 
maintain joint mobility. 
I have a patient whose cooperation level is 
low owing to severe cerebral damage. His 
memory is poor, his joints stiffen between treat-
ments, and he is treated twice daily. He has 
generalized stiffness of shoulders, elbows, hips 
and knees and they are extremely painful to 
move. The only way in which I have been 
able to get him to move is by teaching him 
to propel a wheelchair. 
How do the muscles of the hemiplegic 
patient behave? There is disuse atrophy, 
often affecting the normal side of the 
patient, from which recovery is quick. Flail 
muscles rarely remain so; they either 
become weak with a normal tone or they 
become hypertonic. Hypertonic muscles 
can be useful, particularly the quadriceps; 
if quadriceps contraction is inadequate to 
maintain weight bearing, spasticity of it 
may be able to do so and thus the patient 
is able to walk. Spasticity of the hand can 
cause discomfort and I have used the 
technique of relaxing spasticity through 
cold. The hand is repeatedly submerged in 
iced water for approximately one minute 
periods. Since cold can cause variation in 
blood pressure it should not be given to 
patients with elevated blood pressure, nor 
should it be given to patients with peri-
pheral vascular disease. In a group of 
twelve patients so treated all but one (with 
doubtful hypertonus) have commented on 
the decrease of spasticity in their hands. 
Three have complained of pain but have 
persisted with the treatment at their own 
request. I have not yet found any contrac-
tion of the dorsiflexors of the wrist after 
immersion. 
I have used splints to inhibit overaction 
of spastic muscles. For example, in the 
foot, plantar flexion, inversion and pro-
nation of the forefoot prevent stability. 
An outside T-strap and inside iron is a 
simple method of correcting the pronation 
and inversion, and a dropped foot is easily 
corrected. 
Goals should be set, both immediate and 
long term, and comparison made of the 
patient's present condition with that at the 
start of treatment. His abilities should 
also be compared with those of a normal 
person. These indices of progress are 
important, as a hemiplegic patient usually 
expects a complete cure. He has to learn 
to accept that disability is in direct relation 
to the amount of cerebral damage and that 
this is irreversible; his goals must be 
realistic and within his capabilities. The 
patient's relatives are an important link in 
the chain of recovery; they must be 
interested in his progress. I usually see 
relatives to keep them informed of progress 
and I also learn of the abilities which the 
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patient must have in order to return home. 
If a patient returns to live with his family 
independence in personal hygiene and self-
care is important. If he lives on his own, 
he should be able to cook, do his own 
housework and shopping. If he is a wage 
earner, he should probably be able to 
manage public transport. The patients at 
my hospital are allowed to go home for 
weekends to bridge the gap between hos-
pital and home, 
After discharge patients are seen at 
regular intervals to note their progress, 
Some need maintenance physiotherapy; it 
is not enough to know their exercises, 
they need supervision and the company of 
people with similar difficulties and dis-
abilities, A day centre would possibly fill 
this need. 
The doctor is the leader of the team and 
should be kept in touch with the physio-
therapy which his patient is having and 
the progress being made. Milestones in 
the patient's progress are of interest to 
the speech therapist and the occupational 
therapist. If a patient is unable to sit, he 
should not be asked to work with his hands 
until he can; this includes writing and 
craft work. Rolling and sitting up should 
be mastered before the patient starts learn-
ing to dress himself. Often it is not, and 
the patient starts to learn two things when 
he is incapable of doing either one 
properly. The physiotherapist in private 
practice must see that the patient can feed 
and dress himself, that he practises writing 
and that he has some stimulus to converse. 
The almoner is interested in the patient's 
degree of independence, for this often 
determines where he goes on leaving hos-
pital. It is also important for the physio-
therapist to have an intelligent understand-
ing and appreciation of the work of her 
colleagues. All our work must dovetail, 
so that no stone is left unturned in return-
ing the patient to his proper place in 
society. 
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